Past History.-Poor health for two years; has been under observation since July, 1928; slowly lost weight, and there has been irregular fever.
Antemia has been severe. Red cells have only once been above 2,000,000 per c.mm.: they are now slovty falling; the present level is 1,150,00G. laemoglobin has been under 40 per cent., except twice; now it is 35 per cent. Colour-index has been continually over 1, and now stands at 13. The blood bilirubin has been consistently low-under 0 * 2 unit by van den Bergh's test.
There has been persistent leucopenia; present level 1,600, of which 30 per cent. are polymorphonuclears. Eosinophils are scanty. Spleen is not enlarged. No finger clubbing. Gastric residuum has normal acidity (0 5 per cent. hydrochloric acid). Heart a little enlarged, systolic murmur, presumably haemic in origin, heard all over it. No blood in fa3ces; urine normal; urine and blood cultures are negative.
A hemolytic streptococcus has been isolated from the root of a tooth, and patient has received a vaccine from it. Blood transfusion (275 c.c.) caused no improvement. Liver and arsenic in full doses have had no effect. Artificial sunlight has been tried.
As a possible diagnosis a streptococcal infection of the mitral valve might be suggested, but after three months such has not been found. It appears to be an antemia of aplastic type, but of very long duration; she has been remarkably free from spontaneous heamorrhages. The cause of the condition is quite obscure.
Discussion.--Dr. F. PARKES WEBER said he believed this case to belong to a relatively little known group of chronic or subacute ansemia of aplastic type in children and young adults. In two cases cure or great improvement had occurred; in Dr. Porter Parkinson's case following the shock of a blood-transfusion, in Dr. A. G. Gibson's case under adrenalin treatment. Dr. Parkinson had unfortunately lost sight of his patient, so that the subsequent history was unknown.
Dr. LESLIE WITTS asked as to the frequency of thrombopwnia and purpura in these eases, especially in those which Dr. Parkes Weber mentioned.
Dr. SALISBURY SHARPE said he thought two points would throw further light on this case. One was the differential count of the polymorphonuclears, another the ewamination of the blood by dark-ground illumination. With regard to treatment, in some of his own cases of severe anmemia, bone-m-arrow had been beneficial. Dr. PARKES WEBER (in reply to Dr. Witts) said that in the cases of aniemia of chronic aplastic type the thrombocytes (blood-platelets) seemed not to have been counted, as far as he '(Dr. Weber) knew, but in acute aplastic anemia they were no doubt greatly diminished in number.
Dr. AWROUNIN said that this patient had stated, in reply to questions, that she had had profuse epistaxis, and that the bleeding at some of her periods had been very profuse.
Dr. EAST stated (in reply) that bone-marrow had been tried in this case, but without avail. With regard to any haemorrhagic tendency, the patient had had teeth withdrawn, but bleeding had not been unusual. Epistaxis had occurred once after a fall which hurt her nose. The platelets had not been investigated. He hoped to obtain good results from adrenalin.
WAKELEY, F.R.C.S.)--The patient, a girl aged 5, was struck on the right cheek six weeks ago by the edge of a swing. A bulging in this situation was noticed subsequently.
On Examination.-There is a prominence of the lower part of the cheek over the right maxilla opposite the antrum. This is caused by a painless circumscribed swelling, an inch in diameter, which fluctuates and is translucent. The overlying skin is normal. The swelling can be moved freely over the deeper structures.
Associated with it is a fracture of the underlying bone.
Theoretically, a swelling of this nature should be a laematoma, and ought to absorb slowly, but it did not feel like one. Two other suggested diagnoses had been made. One, that it is a mucocele following fracture of the outer wall of the antrum of Highmore, a -little portion of endothelium coming through and forming a cyst.
The fluid in such a case would be thick, and so would not come away in the aspirating needle.
The other suggestion was that it is a lesion of the duct of the parotid gland, but I think the swelling is too far forward for that diagnosis.
Mr. C. E. SHATTOCK regarded the swelling as an inflammatory mass. He had had two similar cases, and after a policy of " wait and see " the swelling had disappeared. Diaphysial Aclasis.-J. H. EASTON, M.B.-Patient, a girl aged 12. has noticed during the last few years the appearance and gradual growth of several hard swellings in different parts of the body.
The swellings, which are roughly symmetrical and bony in consistency, are outgrowths of the bone near the growing points.
They are situated at -the lower ends of both femora, the distal ends of both radii, the vertebral border of the scapula, and near the costochondral junction of a lower rib.
There is a strong family history of a similar cond&tion in the father, and paternal uncle, aunt and cousins. It is rather a disorder of bone formation than a new growth of bone. Another interesting point in the case, though I do not know that it has any connexion with it, is that the girl came for operation for tonsils and adenoids, and after that operation she had several very severe hsemorrhages: I do not think these ha(l anything to do with this condition. There is probably some trouble with the calcium content of the blood.
Single EXOStOSiS.-CECIL P. G. WAKELEY, F.R.C.S.-I brought this case up in contradistinction to Mr. Easton's case of multiple growths. The patient is a girl aged 9, who first noticed in March, 1928, a lump in the upper end of the left humerus. This has gradually become larger. X-rays show an exostosis on the inner part of the humerus.
In Sir Arthur Keith's view diaphysial aclasia is a term in contradistinction to diaphysial clasia, the normal closure. I think that neither Virchow's nor Keith's theory gives us the actual pathology. It is true that multiple exostoses occur at the growing ends of bones, as Mr. Easton's case shows very well. I think it is hardly possible for an exostosis in the middle of the rib to have migrated from the epiphysial line of the rib.
Di8cu88ion.-Dr. F. PARKES WEBER said that " aclasis " seemed to mean " absence of breaking," but that in Sir Arthur Keith's use of the term it meant "absence of pruning."
In some cases of " multiple exostoses " (which, admittedly, might be a familial conditionobviously an abnormality in osseous development) an important feature of the condition was, as Sir A. Keith himself pointed out, aplasia of the distal end of the ulna. One could not prune what did not exist and what had never been formed.
Dr. KINGSTON BARTON said he had heard Sir Arthur Keith's original lecture in 1919, when he first used the term " multiple exostoses " just as a clinical term to embrace all cases which differed so miiuch in position, size, etc. Probably the lecturer's view was correct, i.e., that there was some disorder in the development of bone, his theory being that bones were laid down on a certain model, that the whole outline of a bone was under the periosteum, and the membranous portion of that outline was where the development of the bone proceeded, and that in all the long bones the outside of the bone was developed from membrane, not from cartilage. The microscope showed, that in the early stage there were apertures in the periosteal bone through which it was easy for cartilage to escape. If those outgrowths remained open long enough it was the exodus of cartilage on to the periosteum which proceeded to lay out the tumour called an exostosis. Onoc reason why-he thought Sir Arthur Keith was right in his theory was that it was at the extremities that the defects took place, leading to some error in the moulding line of the periosteal fibrous tissue. Here there was no bone formed at the lower end of the ulna, and that fact threw light on the question as to whether the defect was in the blood-supply or in
